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Revision: HCFA-PM-9 1-04 (BPD) ATTACHMENT 3.1-A 
AUGUST 1991 Page 3 

OMB No.; 0938 

State/Territory: Kentucky 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

b. 	 Optometrists' services. 

[XI Provided: 0 No limitations 

0 Not Provided. 

C. Chiropractors' services. 

[x] Provided: [x] No limitations 

0 Not Provided. 

d.Other Practitioners' Services. 

�4 Limitations* 

0 With Limitations 

&- Provided: Identified on attached she:et with description of limitations, if an! 

0 Not provided. 

Health7. Home Services. 

a. 	 Intermittent or part-time nursing servicesprovidedby a home health agencyor 

by a registered nurse when no homehealth agency exists in area. 

Provided: 0 No limitations (XI With limitations* 

b.Home health aide services providedbya home health agency. 

[x] Provided: 64 No limitations C With limitations' 

C. Medicalsupplies,equipment,and appliances suitable for use in the home. 

[XI Provided: 0 No limitations [x] With limitations* 

*Description provided on attachment. 

T N  NO. 00-10 

Supersedes ApprovalDate &KJV I 3 2000 Effective Date July 14. 2000 

TN NO. 92-1 HCFA ID: 79863 




Revision: (BERC)HCFA-PM-86-20 
SEPTEMBER 1986 

ATTACHMENT 3.1-B 

Page 3 

OMB NO.0938-0193 


State/Territory: KENTUCKY 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED TO 
MEDICALLYNEEDY GROUP(S): ALL 

6. 	 Medical care and any other type of remedial care recognized under State law, furnished by 
licensed practitioners within the scopeof their practice as defined by State law. 

a. Podiatrists'Services 

(XI Provided: 0 No limitations With limitations* 

b. Optometrists'Services 

(XI Provided: 0 No limitations With limitations* 

C.  CHIROPRACTOR’Services 

[XI Provided: [x] No limitations 0 With limitations* 

d. 	 Other Practitioners' Services 

[XI Provided: 0 No limitations U[XI With limitations* 

7. Home Health Services 

a. 	 Intermittent or part-time nursing service provided by ahomehealthagency or by a 

registered nurse when no home health agency exists in the area. 

IE3 Provided: 0 No limitations [XI With limitations* 

b. Home health aide services provided by a home health agency 

[x] Provided: [x] No limitations C With limitations* 

C.  	 Medical supplies, equipment, and appliances suitable for use in the home. 

(XI Provided: i? No limitations [XI With limitations* 

d. 	 Physical therapy, occupational therapy, or speech pathology and audiology services 

provided by a home health agency or medical rehabilitation facility. 

[XI Provided: n No limitations (XI With limitations* 

*Description provided on attachment. 

TN NO. 00-10 

SUPERSEDES Approval Date Effective Date JULY 14, 2000 

TNNo. %l)Y i. 2 2000 HCFA ID: 0 140P/O
102A 


